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Oral Care Provided by Certified Nursing Assistants
in Nursing Homes
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The purpose of this study was to describe the actual daily
oral care provided by certified nursing assistants (CNAs) for
dentate elderly nursing home (NH) residents who required
assistance with oral care. The study was conducted in five
nonrandomly selected NHs in upstate New York using real-
time observations of CNAs providing morning care to res-
idents, retrospective chart review, and CNA screening in-
terviews. Oral care standards developed and validated by a
panel of 10 experts (dentists, dental hygienists, registered
nurses) to be appropriate for dentate NH residents were
used to evaluate the oral care provided by 47 primary day-
shift CNAs to a convenience sample of 67 residents. CNAs
were blinded to the study’s specific focus on oral care. Ad-
herence to individual standards was low, ranging from a
high of 16% to a low of 0%. Teeth were brushed and
mouths rinsed with water in 16% of resident observations.
One resident had her tongue brushed.

Standards never met were brushing teeth at least 2min-
utes, flossing, oral assessment, rinsing with mouthwash, and
wearing clean gloves during oral care. Most residents (63%)
who received oral care assistance were resistive to CNA ap-
proaches. For most observations, oral care supplies were not
evident. Actual oral care provided to residents contrasts sharp-
ly with CNAs’ self-reported practices in the literature and
suggests that NH residents who need assistance receive inad-
equate oral health care. J Am Geriatr Soc 54:138–143, 2006.
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Elderly nursing home (NH) residents have extensive oral
disease and poor oral hygiene and suffer the worst oral

health of any U.S. population.1 Poor oral health is associ-
ated with poor nutrition, pain, weight loss, diminished
quality of life, and serious illnesses in old age (e.g., lung
disease, cardiovascular/cerebrovascular disease, diabetes
mellitus, systemic infection).2–5 The morbidity associated
with oral disease and these serious illnesses can be mini-
mized with daily oral care and dental care.6 The cost sav-
ings attributed to decreased NH-acquired pneumonia alone
through improved oral hygiene has been estimated to be
more than $800 million annually.7

Certified nursing assistants (CNAs) have responsibility
for oral hygiene in NHs, but lack of staff, time, knowledge,
protocols, and regulations and uncooperative residents make
it a low priority.8–11The only data on CNA oral care practices
are based on self-reported frequent oral care,8,12–14 despite
poor oral hygiene of residents. This discrepancy between
reported behavior and clinical status suggests that oral care
may not be implemented correctly or consistently, jeopard-
izing achievement of a national health objectiveFto ensure
adequate oral health of elderly NH residents.1 Thus, CNA
oral care practices in NHs are largely unknown.

METHODS

The purpose of this study was to describe the actual oral
care of CNAs for dentate elderly NH residents who require
assistance with oral care: What is the actual occurrence and
duration of oral care? What are the behavioral approaches
used? What are the behaviors of NH residents during care?

Setting

The study was conducted in five NHs (1,167 beds) in up-
state NewYork (three not-for-profit, one for-profit, and one
public NH). Bed size ranged from 120 to 526 (average 233).
The NHs had between one and 12 survey deficiencies dur-
ing the study period (mean 7.4; median 9), compared with
the average of five in New York State overall and seven in
the United States.15

Subjects

The subjects were a convenience sample of dentate (i.e.,
having at least one or more natural teeth) residents aged 65
and older who were dependent in oral care (i.e., requiring
at least supervision/encouragement/reminding), in the NH
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for at least 3 months, and not comatose or immediately
terminal/hospice, andwho had a primary CNAwilling to be
observed. Short-term rehabilitation residents were exclud-
ed. The CNAs observed were primary dayshift CNAs or
those who had cared for the resident in the last week on the
dayshift and had a minimum of 3 months’ experience.
Agency or float CNAs were excluded.

Procedure

The study used direct observations of CNAs providing
morning care to residents, retrospective chart review, and
CNA screening and postobservation interviews approved
by the institutional review board.

Identification/Validation of Oral Care Standards

A panel of nationally and internationally known dentists
with geriatric expertise (n54), registered nurses (n54)
practicing in NHs, and dental hygienists with geriatric ex-
pertise (n52) validated practice standards from the litera-
ture. The degree to which the standards were considered
appropriate for dentate older NH residents requiring assist-
ance with care (i.e., face validity) was evaluated. Standards
found to be appropriate to very appropriate were wearing
clean gloves during oral care, asking/assessing the resident
for mouth problems/concerns, brushing teeth with tooth-
brush and toothpaste (i.e., not using a swab/toothette),
brushing teeth at least 2minutes, brushing the tongue, rins-
ing the mouth with water, rinsing the mouth with mouth-
wash, and flossing teeth. Use of these eight standards was
evaluated during observations of the morning care of 67
residents by 41 CNAs using a structured observational tool.

Identification of Resident/CNA Sample

Resident Sample. Residents potentially meeting study
criteria were identified through brief chart review and
screening interviews with nursing staff. CNAs were selected
as the best source of a resident’s level of assistance, because
they are responsible for and most familiar with a resident’s
daily oral care, and existing NH documentation might not
be current or valid. Resident dental status (number/presence
of natural teeth) was available from the most recent dental
examination by the NH dentist. CNAs most familiar with
residents were interviewed to determine their dependence in
oral care (i.e., ‘‘Do you have to assist or encourage the res-
ident to brush his/her teeth?’’). Residents not needing at
least supervision were excluded. Distracter questions about
dependence in bathing, grooming, and dressing were also
included to keep the CNAs blinded to the study’s specific
focus on oral care. Consent was obtained from eligible res-
idents (if appropriate) and their family/legal guardian. Cog-
nitive functioning was measured using the Mini-Mental
State Examination16 after consent was obtained. A total of
207 residents were screened, of whom 102 did not meet
inclusion criteria (i.e., 62 had no natural teeth; 18 were
independent in oral care; 11 had morning care done at
night; 7 had been in the NH less than 3 months; 4 were
younger than 65). Thirteen declined to participate, and five
proxies could not be located. Twenty consenting residents
were lost to follow-up because of prolonged hospitaliza-
tion/death, transfer, or lack of opportunity to observe.
Thus, 67 (64%) of the 105 eligible residents were observed
(Figure 1).

CNAs Observed. The first author (PC) invited CNAs
caring for eligible residents to participate. They were told
that observations were to understand and describe morning
care. Once willingness to be observed was confirmed, writ-
ten consent was obtained from each CNA before observa-
tion. CNAs were instructed to provide morning care as they
normally did. After all observations were completed, CNA
interviews (n5 25) were conducted after additional written
consent was obtained. All CNAs approached for observa-
tion (n5 41) or postobservation interview (n525) agreed
to participate.

Observations of Morning Care

The first author observed residents and their primary day-
shift CNAs once during morning care between January
2003 and December 2003 using a structured observational
tool created for the study. Morning care consisted of dress-
ing, bathing, transfer, toileting, changing incontinence
products, oral hygiene, and grooming. The Resistiveness-
to-Care Scale17 was used as the basis for recording resistive
behaviors (e.g., grabbing, pushing, clenchingmouth) during
oral care. The first author and another nurse observer con-
ducted interrater reliability of the oral care standards
(present/absent) and the resistive behaviors (occur/not oc-
cur) during observations on 10 residents. Because oral care
was measured as dichotomous (present/absent) and seldom
occurred, percentage agreement was used. Interrater relia-
bility was 100% for all oral care processes. Resistiveness-
to-care behaviors during oral care demonstrated at least
80% agreement.

Screened for eligibility

n = 207

Excluded

n = 102

Eligible residents

n = 105

Excluded

n = 18

Written consent obtained 

n = 87

Lost to follow-up

n = 20

Residents observed

n = 67

Figure 1. Derivation of the study sample.
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Residents were observed from the beginning to the end
of morning care. Observations took place in the resident’s
room or wherever care was done, with the observer being as
unobtrusive as possible. Observations focused on the be-
havior of the primary CNA when more than one CNA
helped. Observations began when the CNA greeted the
resident or indicated that care was to begin or when the
CNA began to prepare supplies (e.g., pulled curtain, shut
door, gathered wash-basin/clothes). Cues/prompts included
phrases such as ‘‘good morning,’’ or ‘‘It’s time to get
washed/dressed.’’ Observations ended when the CNA
prompted the resident (e.g., ‘‘OK, you’re done’’) or finished
putting away supplies, whichever came last.

Observations of oral care began when the CNA began
to assemble oral care supplies (e.g., emesis basin, tooth-
brush) or when the CNA cued/prompted the resident that it
was time to brush (e.g., ‘‘Let’s brush your teeth’’), whichever
came first. Oral care ended when the resident stopped
brushing, the CNA prompted the resident (e.g., ‘‘OK,
you’re done’’), or the CNA finished putting away supplies,
whichever came last. Timing of toothbrushing was done
with a digital watch, recording beginning and ending times.
Timing began when the CNA/resident placed the tooth-
brush on tooth surfaces and began brushing. Timing ended
when the CNA/resident stopped brushing and began to put
supplies away or cues from the resident/CNA indicated that
brushing was done (e.g., ‘‘You’re done’’). Interruptions to
this process were not counted. Interrater reliability reached
70% agreement within � 30 seconds for duration of tooth-
brushing. Oral care was the only care process timed. There
was no indication, as evidenced by CNA behavior, that they
suspected the specific focus of the observations (e.g., no
change in attention given to oral care; no questions raised
regarding focusing on oral care).

Data Analysis

Descriptive statistics were used to summarize CNA adher-
ence to oral care standards and approach to care and res-
ident behavior during oral care.

RESULTS

Resident Characteristics

Table 1 shows the demographic characteristics of the res-
ident sample (n5 67). Participants were primarily female,
white, and non-Hispanic and had significant impairments
in physical/cognitive functioning and a dementia diagno-
sisFsimilar to national NH data.18 Average number of
teeth � standard deviation was 20 � 6.8 (range 2–28) (data
not shown). A dentist had evaluated all residents (100%,
67/67) within the previous year. Only 63% (42/67) had
their oral hygiene rated, and of those, 81% (34/42) were
rated poor.

CNA Characteristics

The mean age of CNAs (n5 41) was 32.5 � 8.0 (range 19–
53). Most were female (90%, 37/41), black (76%, 31/41),
and non-Hispanic (88%, 36/41). Most (83%, 34/41) were
employed full-time and had at least a high school education
(80%, 33/41). Average years of experience as a CNA was

7.5 � 6.1 (range 1–36). These data are similar to national
data on NH assistants.19

Oral Care in NHs

The average time for morning care (n567) was
21:38 � 7:35minutes (range 10:08–48:48). The average
time spent on oral care was 1:12 � 1:36minutes (range
1:08–5:15) and was provided for only 16% of residents
(Table 2). Sixteen percent (11/67) had their teeth brushed;
five (45%, 5/11) had their teeth physically brushed by the
CNA, whereas six (54%, 6/11) brushed their own teeth
with supervision (e.g., verbal cueing). Eight (12%, 8/67)
had their teeth swabbed with a toothette, considered inap-
propriate by the panel and current literature. None had
their teeth brushed for 2minutes. CNAs who brushed
(n55) averaged 16.2 � 5.3 seconds (range 10–22). Resi-
dents who brushed their own teeth (n56) brushed longer
(39.3 � 19.2 seconds; range 12–63). When residents
brushed their own teeth, CNAs always prompted them to
stop brushing, verbally directing them (e.g., ‘‘stop brushing
now,’’ ‘‘that’s enough’’) or cueing them to stop (e.g., turning
off the water faucet or putting supplies away).

The same 11 residents who had their teeth brushed also
had their mouths rinsed with water (16%, 11/67). Mouth-
wash/freshener was never provided; therefore, residents

Table 1. Descriptive Statistics for the Resident Sample
(N567)

Characteristic Value

Age, mean � SD (range) 83 � 7.7 (66–96)

Female, n (%) 51 (76.1)

Widowed, n (%) 49 (73.1)

Mini-Mental State Examination score

(range 0–30), mean � SD (range)

6.8 � 8.0 (0–29)

Race/ethnicity, n (%)

Non-Hispanic white 64 (95.5)

Non-Hispanic black 3 (4.5)

Percentage requiring extensive to

full staff assistance with ADLs (MDS

rating 3 or 4), n (%)�

Dressing 67 (100)

Bathing 67 (100)

Personal hygiene 63 (94)

Toileting 57 (85)

Transfer 45 (67)

Eating 28 (41.8)

Comorbidities, n (%)

Dementia 60 (89.6)

Affective/mood disorder 51 (76.1)

Cardiovascular disease 53 (79)

Arthritis 42 (63)

Cataracts 38 (56.7)

Cerebrovascular accident 22 (32.8)

Pulmonary disease 20 (29.9)

Diabetes mellitus 16 (23.9)

�Minimum Data Set (MDS) activity of daily living (ADL) self-performance
scores (MDS Section G. Physical Functioning, items 1b, g, h, i, j, 2 (05 inde-
pendent, 15 supervision, 25 limited assistance, 35 extensive assistance,
45 total dependence).
SD5 standard deviation.
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who did not have their teeth brushed (84%, 56/67) were
never offered mouthwash as an alternative. One resident
with dementia (1.5%, 1/67) was instructed to brush her
tongue. In this case, after the CNA told the resident to spit
into the toilet after brushing her teeth, the CNA directed her
by saying, ‘‘Now brush your tongue; you want to get all the
worms out.’’ The resident then brushed her tongue.

Clean gloves were never worn (0%, 0/19) whether
teeth were brushed (n511) or swabbed (n58). For all oral
care observed (11185 19), it was done immediately after
the CNA had changed soiled incontinence products or
washed the perineal area but without changing gloves. In
one observation, a resident was being dressed on a com-
mode while she urinated and had a bowel movement. After
the CNA (who was wearing gloves) finished dressing the
resident, she assisted her to a standing position and wiped
her buttocks and perineum. Then, with visible feces on her
gloves, used a toothette to clean her teeth. No CNA offered
or assisted with flossing, nor did any CNA ask a resident if
they had any mouth problems/concerns or visually inspect
the mouth.

CNA documentation of oral care on work flow sheets
and resident treatment records were compared with obser-
vations. Documentation was available on only 9% of ob-
servations (6/67) and indicated that oral care was provided
for all (6/6) residents when none was observed.

Observed Approaches to Oral Care

Although the panel did not specify, it was expected that
residents would be upright or in a position for safe and
dignified care. Some residents were inappropriately posi-
tioned. One resident was suspended in a mechanical lift in
mid-air, above the natural reach of the CNA. As the CNA
tried to brush the resident’s teeth with one hand, steadying
the liftpad with the other, the resident tried to bite the CNA.

Other inappropriate positions included supine in bed or
laying semisupine in shallow bath water. More than half of
the time (63%, 12/19) CNAs inserted/attempted to insert a
toothbrush/swab into a resident’s mouth without telling the
resident first. No CNA used praise/encouragement, com-
plimentary speech, physical prompts, or gestures to facil-
itate care. No CNA smiled at the resident during
observations in which facial expressions could be observed
(10/19). When care was provided, it was accomplished
quickly and methodically, ostensibly to ensure the smooth
execution of the task. One CNA commented, ‘‘I make it a
policy not to spend more than 10minutes with a resident.’’

Supplies to Manage Oral Care in NHs

The presence/absence of supplies for oral care (e.g., tooth-
brush, toothpaste) was noted in the resident’s bathroom,
shower area, or contents of the washbasin the CNA used for
care. Only 26.9% of residents (18/67) had a toothbrush and
toothpaste visibly present, yet even when they were present,
only 61% (11/18) received oral care. Mouthwash was
occasionally present (17.9%, 12/67) but was not offered or
used. No floss was present. Toothettes were present and
used with 11.9% (8/67) of residents. For the majority
(68.7%, 46/67), basic supplies were absent (i.e., no tooth-
paste, toothbrush, mouthwash, or toothette).

Resident Behaviors During Oral Care

Of the few residents (n519) who received any oral care
(tooth-brushing or swabbing), 63% (12/19) were resistive.
Most-frequent resistive behaviors were turning (75%, 9/12)
or pushing away (42%, 5/12), clenching the mouth (58%,
7/12), and biting (or attempting to bite) the CNA or tooth-
brush/swab (33%, 4/12); 83% (10/12) displayed two or
more resistive behaviors (average 3, range 1–6). Type of
CNA assistance was related to resistance. Residents were
more likely to be resistive when CNAs provided physical
assistance (85%) than when they provided cueing or su-
pervision (20%) (chi-square58.146, P5.01, using Fisher
exact test).

DISCUSSION

This is the first observational study in U.S. NHs of oral care
actually provided to residents by CNAs. Oral care is one of
the most basic nursing functions, and these findings cause
concern. They reveal a substantially different picture of
daily oral care than previously understood and suggest that
1.6 million20 older NH residents, many of whom need as-
sistance, may not receive adequate care. Actual care con-
trasts sharply with CNAs’ self-report of daily oral care:
brushing (68–98%),8,12–14 rinsing (48–90%),8,14 flossing
(8–26%),8,12,13 swabbing (18–67%),8,13 and mouth checks
(26%).12 Indeed, CNAs have reported brushing residents’
teeth an average of 4minutes,14 longer than observed (16
seconds) and longer than estimates (40–60 seconds) report-
ed by people who brush their own teeth.21 Most residents
did not have supplies, and CNAs did not attempt to obtain
them, suggesting that oral care was not a norm. Most res-
idents, despite profound self-care deficits, were not offered
or did not receive oral care that CNAs have indicated in
previous studies that they provide.

Table 2. Oral Care Provided by Certified Nursing
Assistants for Dentate Residents (N567)

Oral Care Provided During

Direct Observation�

Care Provided

% n/N

Teeth were brushed with a

toothbrush and toothpaste.

16.4 11/67

Teeth were brushed a

minimum of 2minutes.

0.0 0/67

Mouth was rinsed with water. 16.4 11/67

Mouth was rinsed with

mouthwash.

0.0 0/67

Tongue was brushed with a

moistened toothbrush.

1.5 1/67

Teeth were flossed. 0.0 0/67

Mouth problems/concerns

were assessed.

0.0 0/67

Clean gloves were worn while

providing oral care.

0.0 0/19w

�Based on standards identified by the expert panel. All standards scored as
present/absent during direct observations.
wResidents who had teeth brushed or swabbed with a toothette.
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Federal regulations require NHs to provide necessary
care and services (including supplies) to maintain oral hy-
giene for residents.22 The participating NHs had policies
that included tooth brushing twice a day, rinsing, and using
mouthwash. Toothettes were recommended for edentulous
residents or when tooth brushing was considered unsafe
(e.g., aspiration risk), but documentation of oral care, un-
like required documentation of similar daily care (e.g.,
feeding, repositioning, toileting), was virtually absent and
was inconsistent with care observed. This finding mirrors
others showing inaccuracies in NH documentation for
many care processes delivered by CNAs.23,24 Documenta-
tion of oral care, evidence of care planning, and monitoring
of oral care delivery on an ongoing basis by supervisory
staff must be part of practice guidelines for oral care in
NHs. It is also critical that the external survey process rec-
ognize oral care, because survey deficiencies are a major
source of motivation for NHs.

This study identified standards for oral care in NHs
judged to be valid and important based on expert opinion.
Although not exhaustive, they are consistent with recom-
mended NH practices for dependent older people.25 Imple-
mentation may be problematic. The panel was asked to
evaluate their feasibility. Ease of implementation was rated
as somewhat difficult to very difficult for most (75%, 6/8)
standards (i.e., brushing teeth, brushing at least 2minutes,
rinsing with water or mouthwash, brushing the tongue,
flossing). Barriers cited by the panel and study CNAs
(n5 25) included low staffing, lack of time/support, resi-
dent behaviors, and fear of providing care. Similar barriers
have been previously cited.8,9

Resistive behaviors have not been studied previously
during oral care. Resistive behaviors were common and
appeared to be related to how care was provided. CNAs
provided care without warning and seldom used simple
engaging communication techniques that could facilitate
self-care and minimize resistive behaviors.26,27 Inappropri-
ate positioning suggested that resident comfort was not a
priority. Residents who CNAs supported to perform their
own care (i.e., supervision/cues) were less likely to be re-
sistive. Thus, precipitating factors seemed modifiable. Ap-
proaches that change the social and physical environment
should be explored, given their effectiveness in similar per-
sonal care.28 CNA education is critical. Most CNAs inter-
viewed (96%, 24/25) had received oral care instruction, but
only 16% (4/25) felt prepared to manage difficult be-
haviors. Few (28%, 7/25) had attended an oral health in-
service during the previous year; thus, CNAs need better
educational preparation and competency training. The rec-
ommended ratio29 of one CNA to five residents was not
often met; CNAs observed cared for an average of eight
residents (range 6–14), and 70% of assignments included a
bath/shower. Although not statistically significant, CNAs
who provided oral care had fewer residents than those who
did not (t58.98; P5.06), suggesting that staffing may
influence this care process, like others.30

Limitations

There are several limitations of this study. First, generaliz-
ability is limited because it was conducted in only five non-
randomly selected NHs using a convenience sample. Thus,

it is unknown whether the low rate of oral care observed
can be generalized, but it is likely that the care observed was
the best care residents could expect, because it occurred
while their CNA, who was familiar with their needs, was
being observed (i.e., Hawthorne effect). Second, although
the panel’s recommendation for frequency of oral care was
twice a day, observations were limited to morning care.
Thus the results might underestimate care actually provid-
ed, although it is highly unlikely that CNAs would provide
oral care later in the day. Even if residents had received oral
care in the evening, the recommended standard (i.e., twice/
day) would not have been met. Third, residents’ independ-
ence in oral care was not verified via observation. It is pos-
sible that residents rated as independent by CNAs (9%, 18/
207) actually required assistance and were inappropriately
excluded. Thus, although it is possible that the sample may
not have been representative of all those requiring assist-
ance, there is no reason to believe that those excluded re-
ceived any different care than observed. Fourth, the
standards may not apply to all dentate residents and are
not meant to be prescriptive, given the heterogeneity of NH
residents. Studies are needed to determine to whom and
how to deliver care consistent with these basic standards.
Additionally, studies to expand the evidence base for these
standards are also needed. Despite the limitations, this
study provides the first empiric evidence of a potentially
significant problem with oral care in NHs.
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